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Abstract 
 
Scar  endometriosis  is  an  uncommon  entity.  It  is  often 
misdiagnosed leading to unnecessary referrals. Gynaecologists 
and general surgeons must be aware of this entity to avoid 
discomfort to the patient due to delay in diagnosis. We are 
presenting  a  case  of  scar  endometriosis  which  was 
misdiagnosed  initially.  Detailed  history  of  cyclic  pain  and 
swelling  was  the  key  point  for  the  final  diagnosis  of  scar 
endometriosis.  Medical  therapy  was  ineffective.  Surgical 
excision of mass was the treatment for endometriotic lesion. 
This article is an attempt to create awareness of this condition 
among gynaecologists and general surgeons. 
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Background 
Endometriosis  occurs  in  10%  of  the  female  population.
1The 
most frequent sites of involvement are the pelvic organs and 
peritoneum.
  Scar  endometriosis  is  a  rare  entity.
2  It  occurs 
following  obstetrical  and  gynaecological  surgeries.2,  3,  4,  5 
The condition is often misdiagnosed. The cases are commonly 
referred to general surgeons as the features mimic surgical 
cause.6  The  general  surgeons  and  gynaecologists  must  be 
aware of this rare condition to avoid delay in diagnosis. We  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
present  a  case  of  scar  endometriosis  in  which  lack  of 
awareness of this condition lead to delay in diagnosis. 
 
Case Report 
A  31  years  old  Para1+0  was  having  pain  and  swelling  of 
lower abdomen below umbilicus in the midline for last 2 
years. She was taking treatment from private practitioner 
but was not getting any relief; instead the swelling was 
progressively increasing in size. The patient was referred 
to  the  general  surgeon  for  the  swelling  where  the 
diagnosis of stitch granuloma or lipoma was made. The 
patient was also referred to our gynaecological outpatient 
department for the dysmenorrhoea. On taking thorough 
history,  she  revealed  that  there  was  swelling  in  the 
abdominal  scar  of  caesarean  section  which  was 
performed eight years back increases and become painful 
during menses. On examination there was a firm tender 
mass  of  4cm  ×  3cm  in  the  vertical  midline  scar  of  her 
previous  caesarean  section.  The  diagnosis  of  scar 
endometriosis  was  made  on  the  clinical  ground.  The 
patient was put on danazol 100mg twice daily for 3 month 
the pain, however the swelling persisted. Finally a surgery 
was planned after treatment of 3months of danazol. The 
mass was confined to the subcutaneous tissue (Fig.1). 
 
 
 
Fig.1  Encapsulated  mass  surrounded  by  pale 
subcutaneous tissue on laparotomy (Endometriotic mass) 
 
The wide excision of mass was done (Fig.2). There was no 
communication between mass and peritoneal cavity. The 
post operative period was uneventful. The histopathology 
of  mass  confirmed  the  diagnosis  of  scar  endometriosis 
(Fig.3). The patient is doing well in follow up.  
Abdominal scar endometriosis after Caesarean section: a rare entity 
 
Ruchi Sinha 1, Mohan Kumar 2, Manjari Matah 3 
 
1 Senior Resident Department of Obstetrics and Gynaecology, 2 Professor Department of Pathology, 3 
Professor Department of Obstetrics and Gynaecology Institute of Medical Sciences, Banaras Hindu 
University, Varanasi, Uttar Pradesh, India 
 
Corresponding Author: 
Dr. Ruchi  
7, Saryoonagar, Kamachha, Varanasi-221010 
U.P. (INDIA) 
dr.ruchi_bhu@yahoo.com 
  Australasian Medical Journal  AMJ 2011, 4, 1, 60-62 
 
 
              61
 
 
 
Fig 2: Excised endometriotic tissue  
 
 
 
 
 
 
Fig  3:  Histopathology  showing  endometriotic  glands  in 
subcutaneous tissue. 
 
Discussion 
Endometriosis is the presence of glandular and stromal tissue 
in  areas  outside  the  uterus.  It  occurs  almost  exclusively  in 
women  of  reproductive  age.
1  The  sites  of  involvement,  in 
decreasing  order  of  frequency  are,  the  ovaries,  pelvic  sub 
peritoneal  spaces,  the  intestinal  system  and  the  urinary 
system.
7  Extra  peritoneal  endometriosis  is  an  uncommon 
finding and the scar endometriosis is a rare entity.
3 
 
Scar  endometriosis  usually  follows  obstetrical  and 
gynaecological surgeries as was in our case but a few cases 
have  been  reported  following  appendicectomy,  in  the 
laparoscopic trochar tract and amniocentesis needle tract. The 
incidence  of  abdominal  scar  endometriosis  following 
hysterectomy  and  caesarean  section  are  1.08-2%  and  0.03-
0.4%  respectively.
3,  4  The  cases  of  endometriosis  of  uterine 
wall scar have also been reported in literature but that is an 
extremely  rare  condition.
5  The  aetiology  of  scar 
endometriosis  is  believed  to  be  due  to  the  direct 
inoculation  of  abdominal  fascia  or  subcutaneous  tissue 
with  endometrial  cells.  This  is  supported  by  the 
experiments  in  which  the  normal  menstrual  effluent 
transplanted  to  the  abdominal  wall  resulted  in 
subcutaneous  endometriosis.
8  These  endometrial  cells 
either  proliferate  or  induce  metaplasia  in  the  surround 
cells  under  the  influence  of  estrogens  to  cause 
endometriosis.
9  As  the  early  decidual  cells  have  more 
pleuripotential  capabilities  there  is  higher  incidence  of 
abdominal  scar  endometriosis  following  hysterectomy. 
Scar endometriosis usually presents as firm nodular lump 
at the site of surgical scar accompanied by cyclical pain 
and swelling during menses. The cyclic nature of signs and 
symptoms  in  our  patient  was  the  key  point  for  the 
diagnosis  of  scar  endometriosis.  Differential  diagnosis 
includes  hernias,  lipomas,  hematomas,  abscesses, 
cheloids, suture granulomas, sebaceous cysts, malignant 
tumours  including  desmoid  tumors,  sarcomas, 
lymphomas  or  primary  malignancies  of  the  skin  and 
metastatic  tumors.
6  The  simultaneous  occurrence  of 
pelvic  endometriosis  with  scar  endometriosis  is 
infrequent.
10  
The diagnosis is mainly based on clinical grounds as in our 
case. Other diagnostic modalities include Ultrasound with 
colour Doppler, CT scan and MRI. On 2-D sonography, scar 
endometriosis lesson may appear as cystic or multi cystic, 
mixed or solid masses, with internal vascularity on power 
Doppler, but these  findings  are non- specific.
11 CT  scan 
also  does  not  play  any  specific  diagnostic  role.  MRI  is 
more useful modality for pre-surgical assessment of deep 
pelvic  endometriosis,  infiltration  of  abdominal  wall 
muscles and subcutaneous tissues
9 but MRI is not cost- 
effective. Fine needle aspiration cytology has been used 
to assist in establishing the diagnosis. But when suspicion 
of  incision  hernia  is  present,  this  diagnostic  modality 
should not be used. Also, recent reports have shown that 
FNAC  could  not  diagnose  scar  endometriosis  in  many 
patients.
12 
 
The  treatment  modalities  for  scar  endometriosis  are 
medical  and  surgical.  Medical  treatment  include 
combined  oral  contraceptives,  danazol  and  GnRH 
analogues, but the response is partial as was in our case 
and  also  there  is  high  rate  of  recurrence  after 
discontinuation of treatment. Wide excision of the lesion 
is  the  treatment  of  choice.  In  patients  whom  a  large 
defect remains following excision, mesh can be used for 
repair.
3  These  patients  need  follow-up  as  there  are 
chances of recurrence which can be managed successfully 
with re-excision. For prevention of the occurrence of scar 
endometriosis it has been suggested that at the end of 
obstetric and gynaecological surgeries the abdominal wall 
should  be  cleaned  thoroughly  and  irrigated  vigorously 
with high jet solution before closure.
13  
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Conclusion 
No  long  duration  pain  should  be  taken  for  granted.  A  high 
index of suspicion of scar endometriosis should be there for a 
surgical scar swelling with cyclical pain. The MRI can be helpful 
for  preoperative  assessment.  Surgical  excision  is  the 
treatment of choice. Regular follow-up is necessary to detect 
recurrence. 
 
Consent 
Written informed consent was taken from the patient for the 
publication of this case report and any accompanying images.  
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